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presenting this syndrome. There are records in the literature of 4 more cases, onc recorded by Loeper, Lemaine and Patel-they suggested that the Chauffard-Still syndrome might be looked upon as one of the reticulo-endothelioses with the spleen as the essential site of the disease. The rationale of this treatment is not known, but the clinical results have been encouraging and some patients have now been followed up for seven years.
In my opinion rheumatoid arthritis is a psychosomatic syndrome in which metabolic and psychological factors appear to play a more important role than does focal infection.
There are certain points of interest which mav give a possible clue as to the reason for the clinical improvement: In (1) starvation, (2) pregnancv (4th to 8th month), (3) jaundice (incidental, infective, or obstructive), it is the experience of clinicians that there is often a dramatic diminution in the severitv of the svmptoms of rheumatoid arthritis. This improvement, however, is of short duration. In all these conditions there is a retention of cholesterol in the blood. After splenectomy for acholuric jaundice the blood cholesterol is said to rise. Cholesterol is said bv Herman Zondek to be the mother-substance of hormones, vitamins and carcinogenous substances. Mrs. D., aged 37, was first seen bv one of Us (L. R.) in November 1945 complaining of general fatigue, dvspnoa, tilcers of her legs and peculiar blue spots on her nose, cheeks and both legs.
Good health until 1940 btut in that year noticed the development of brown spots on her right leg. These spots developed into an ulcer. In 1943 she again started an ulcer of the right leg. Then she noticed some discoloration of her face, ever since she had the svmptoms described above.
She hlas one boy aged 9; at the time of the pregnancv there were no complications. buLt she had a severe post-partum hamorrhage. Fuirther, she had severe hvemoirhage after the extraction of some teeth.
Family history.-Her mother has suffered from pernicious anemia since 1942, and her blood-count is now normal. Mrs. D. is one of nine children, one of her sisters had a hvsterectomy for fibroids and another, who is nowv 29, had a goitre removed.
Onz exanmination-.-Well covered, very marked cvanosis of nose, chin and cheeks. No jau;ndice, or cedcma. No glands palpable, but the spleen is enormously enlarged, filling, almost two-thirds of the abdomen. The liver is easilv palpable. The funldi are normal. In November 1945 there were several small ulcers of the lower thirds of both legs. Still more striking were venectasixe of the stellate type with centripietal flowv. B.P 1351/85. The striking feature of this marrow is the very large number of nucleated red cells many of which (5-6% of the total cell count) are in mitosis.
Haemopoiesis is, however, normoblastic. This seems to be the marrow of a patient responding to increased destruction of red cells.
Therefore, the patient is essentially suffering from a hwmolytic process.
Resection of Small Intestine for Mesenteric Venous Thrombosis.-F. D'ABREU, Ch.M., F.R.C.S. Cases of recovery after resection of the intestine for mesenteric vascular occlusion are rare and are nearly all in arterial embolic cases. Recoverv after operation for mesenteric venous thrombosis is extremely uncommon as the trauma consequent to resection, however slight, is likely to produce a further spread of the thrombotic process centrally.
The successful outcome in this case is ascribed to four precautions which were taken to guard against the risk of further infarction: (1) A wide excision was performed with removal of a deep wedge of mesentery. (2) After end-to-end anastomosis of the cut ends. a lateral anastomosis between portions of gut respectively a foot above and below the jLlnction was made to act as a safety valve in the event of thrombosis at the site of the repaired mesenteric gap. (3) Heparin was given intravenously for eight days. (4) Penicillin was administered empirically to deal with any systemic infection causing the thrombophlebitis.
Case Record, Westminster Hospital (G8256).-A Staff Sergeant, age 40, in the Belgian Army, was admitted on September 18, 1945, complaining of a dull heavy pain just below the xiphisternum. This had started suddenly on the morning of September 11, and he had been kept in bed at a Casualty Reception Station. The pain got le-ss but still persisted and he was sent up to Westminster Hospital a week later.
His previous history was of a thrombophlebitis in the left internal saphenous vein just above the knee, after a bruise in that region in October 1944. Whilst in bed with this, he had a severe massive collapse of the right lung from a pulmonary embolus, followed a week later by thrombosis of the right internal saphenous in the thigh. Examination revealed tenderness and resistance in the epigastrium but the rest of the abdomen was normal. No mass could be felt and the abdominal wall moved on respiration. His temperature was 101°and his pulse 80. Blood-pressure 130/80; heart sounds normal. He was obviously in great discomfort, but no definite diagnosis could be made and it was decided to keep him under observation, as a possible subacute pancreatitis or high retrocaecal abscess.
A white cell count totalled 14,800 per c.mm. His bowels had been constipated before admission but an enema the following morning produced a good result. Gregerson's test of the stool for occult blood was negative. The result of a further enema on the 22nd was also apparently normal. His temperature gradually fell during the next five days, at the end of which it was normal and his pulse 70.
His epigastric resistance had gone but he still complained of epigastric pain and tenderness. On the evening of September 24, the seventh day after admission, he complained that the pain in his abdomen was much worse and his chart showed a gradually rising pulse and a temperature of 99°F. He had vomited and an enema had prodluced only a small constipated stool of normal colour.
On examination he was resistant and tender all over the abdomen, which was moderately distended. On auscultation no intestinal movements could be heard. A diagnosis of an acute small intestinal obstruction was made and the patient taken to the theatre.
